Key Messages
============

Birthweight is positively and linearly associated with later body mass index (BMI).The association between birthweight and BMI from infancy onwards is similar in males and females, and is lower in adulthood.Environmental factors unique to each individual have an important role in the positive association between birthweight and later BMI.

Introduction
============

The increasing prevalence of overweight and obesity over the last decades has grown into a global epidemic that currently affects a large part of the world's population.[@dyx031-B1] The interest in the role of gestational factors behind adult health outcomes[@dyx031-B2] has resulted in a number of epidemiological studies analysing the association between birthweight and later body mass index (BMI). Several very large and well-conducted studies have shown a positive association of birthweight with BMI and overweight/obesity in children, adolescents and adults,[@dyx031-B3] but J- or U-shaped associations have also been reported.[@dyx031-B10]^,^[@dyx031-B11] The mechanisms underlying this association are, however, still poorly understood. It has been suggested that the fetal period may be critical for the development of obesity,[@dyx031-B10]^,^[@dyx031-B12] but it is unclear how far the associations between birthweight and subsequent BMI reflect early developmental factors in the intrauterine environment or whether they are explained by common genetic factors affecting body size from fetal life until adulthood.

Twins create a natural experiment and offer an opportunity to shed light on the mechanisms underlying the association between birth and later BMI.[@dyx031-B13]^,^[@dyx031-B14] Twins come from the same family, share the same maternal environment, have the same gestational age and, in the case of monozygotic (MZ) twins, are genetically identical. However, each fetus has its own fetoplacental environmental conditions, such as supply of nutrients and oxygen, which may differ substantially from that of its co-twin.[@dyx031-B15] The association between the intra-pair differences in birthweight and later BMI cannot be explained by shared family factors, such as maternal nutrition, parental education or socio-economic status. Further, differences within MZ pairs cannot be explained by preconceptional parental influences or genetic factors. The comparison of intra-pair associations in MZ and dizygotic (DZ) twins is thus a strong design to explore within family effects. A stronger association in DZ than in MZ twins is taken as evidence that the relationship between birthweight and later BMI is explained by genetic factors. Differences in birthweight and later BMI within MZ pairs can only be influenced by environmental factors that are unique to individuals (i.e. the intrauterine environment), whereas differences within DZ pairs can also be influenced by genetic factors.[@dyx031-B13]^,^[@dyx031-B14]

A few twin studies have performed pair-wise analyses between birthweight and BMI in late adolescence and adulthood, but the results have been somewhat conflicting. Intra-pair differences in birthweight were not related with intra-pair differences in BMI in adults from the USA (Minnesota) and the UK.[@dyx031-B16]^,^[@dyx031-B17] In young adult Belgian MZ twins, only when the birthweight difference between the twins exceeded 15%, the heavier twin at birth showed a trend towards a higher BMI.[@dyx031-B18]^,^[@dyx031-B19] A positive association was observed in Swedish young adult MZ males[@dyx031-B20] and in Finnish MZ and DZ twins of both sexes (aged 16--18.5 years).[@dyx031-B21] This suggests that intrauterine environment may play a role in later BMI, but this is far from settled. Moreover, it is not known whether the effects vary in their importance by age, particularly in childhood. To address these questions, we analysed the association between birthweight and later BMI from infancy to adulthood in MZ and DZ twins of both sexes in multinational twin data from 27 cohorts in 17 countries.

Material and methods
====================

Sample
------

This study is based on the data from the COllaborative project of Development of Anthropometrical measures in Twins (CODATwins), which was intended to pool data from all twin projects in the world having information on height and weight.[@dyx031-B22] Information on birthweight was available in 27 cohorts; birth length and gestational age were available in 14 and 17 of these cohorts, respectively. The participating twin cohorts are identified in [Table 1](#dyx031-T1){ref-type="table"} (footnote) and were previously described in detail.[@dyx031-B22]Table 1Descriptive statistics of birthweight and BMI by zygosity, age and sexMalesFemalesMZDZMZDZ*N*MeanSD*N*MeanSD*N*MeanSD*N*MeanSDBirthweight (kg)19 8642.520.5519 2082.600.5721 4062.410.5218 1642.500.54**BMI (kg/m^2^)**Age 1557217.151.41507017.111.35596616.781.41469216.711.34Age 2444816.541.39421216.531.43454016.091.37366616.151.36Age 3549015.941.37529815.961.50617615.611.43496815.681.54Age 4304215.851.75295015.931.86315215.651.95275015.691.87Age 5248815.251.52234215.291.61267815.061.60207815.181.72Age 6105815.431.7366015.471.8992215.181.6853015.322.22Age 7453615.341.68395415.431.89501815.361.90382615.462.01Age 8206615.571.64149415.722.01207815.551.90126415.792.09Age 9198216.242.07146616.522.48200816.242.33129016.502.66Age 10377616.562.21318416.592.32407416.592.40289216.792.56Age 11299217.212.49236617.452.65316217.382.79205217.703.05Age 12393417.702.62306217.902.88410817.832.80298017.982.97Age 13119818.412.94100218.603.22112418.853.2383418.913.19Age 14207219.162.73184819.453.11241019.473.00189019.663.17Age 15122819.983.16109420.203.17116420.373.4499220.813.75Age 16161420.592.88155020.782.97199620.552.87170020.803.11Age 17182421.112.80191021.463.02246420.692.87198820.953.00Age 18202821.352.55169421.892.92137821.293.18114021.443.32Age 1981421.572.4978421.822.4699821.043.0173421.493.17Age 20--29278623.193.03229023.452.96280422.123.73211822.153.51Age 30--39124224.783.34106625.203.62211422.944.05168622.823.99Age 40--4967026.113.4849226.543.95109624.154.8078223.864.39[^1][^2]

In the original database, there were 122 582 twin individuals with information on birthweight. We excluded 81 individuals with birthweight \< 0.5 or \> 5 kg. The remaining 122 501 individuals presented a total of 355 650 height and weight measurements at later ages. Age was classified to single-year age groups from age 1 to 19 years (e.g. age 1 refers to 0.5--1.5 years range) and three adult age groups (20--29, 30--39 and 40--49 years). Measurements at ages ≤0.5 and \> 49.5 years (which is a proxy for menopausal status in women) were excluded because the sample sizes were too small. BMI was calculated as weight (kg)/square of height (m^2^). Impossible values and outliers were checked by visual inspection of histograms for each age and sex group and were removed (\< 0.3 % of the measurements) allowing the distribution of BMI data to be positively skewed, resulting in 344 104 measurements. After restricting the analyses to one BMI measure per individual in each age group by keeping the measurement at the youngest age (6% of the measurements were removed), we had 324 968 observations from 119 323 individuals.

We next excluded unmatched pairs (without data on their co-twins), resulting in 149 435 paired observations. Furthermore, because of the effects of sex differences within a pair on both birthweight and BMI especially during and after puberty, opposite-sex dizygotic twin pairs were excluded (41 733 paired observations). Intra-pair differences in birthweight and later BMI were checked by visual inspection of histograms. We removed birthweight differences greater than ±1.7 kg (72 paired observations) and outliers for the within-pair BMI difference in each age group (125 paired observations). Together, we had 214 930 observations (107 465 paired observations), 55% MZ and 45% same-sex DZ, from 78 642 twin individuals (39 321 complete twin pairs). In summary, after excluding opposite-sex dizygotic twin pairs, the study database (39 321 twin pairs) is 95% of the eligible sample (41 599 twin pairs).

For secondary analyses, we additionally calculated birthweight standardized by gestational age and ponderal index (PI) at birth. Birthweight was expressed as standard deviation (SD) scores of the respective means/weeks of gestation (*z*-scores; i.e. mean = 0 and SD = 1) to estimate the relative position of birthweight for a given gestational age. Individuals without data on gestational age, gestational age \< 25 or \> 45 weeks or with discordant information on gestational age within pairs were excluded. Unrealistic birthweight values for a given gestation were checked by visual inspection of histograms for each gestational week and removed (\< 0.2% of the observations). After these exclusions, we had 84 357 paired observations. For the analyses on PI \[weight (kg)/height (m^3^)\], we removed those cases without information on birth length, birth length \< 25 or \> 60 cm, PI \< 12 or \> 38 or intra-pair difference in PI \> 15 kg/ m^3^ (from the 107 465 paired observations in the primary analyses), resulting in 68 954 paired observations.

All participants were volunteers and they or their parents gave informed consent when participating in their original studies. Only a limited set of observational variables and anonymized data were delivered to the data-management centre at University of Helsinki. The pooled analysis was approved by the ethical committee of the Department of Public Health, University of Helsinki, and the methods were carried out in accordance with the approved guidelines.

Statistical analyses
--------------------

Statistical analyses were conducted using the Stata statistical software package (version 12.0; StataCorp, College Station, TX, USA). First, all BMI measurements were adjusted for exact age within each age and sex groups using linear regression (BMI was used as dependent variable and age as continuous independent variable) and the resulting residuals were used as input variables for the following analyses.

In primary analyses, we studied the association between birthweight and BMI residuals at both the individual and within-pair levels. At the individual level, linear regression models for each age, sex and zygosity group were used with birthweight as the explanatory variable and BMI residuals as the outcome. Associations were adjusted for birth year and twin cohort (treated as continuous and categorical, respectively). The non-independence within twin pairs was taken into account by using the 'cluster' option available in Stata. Since regression analyses with log-transformed BMI and untransformed BMI provided very similar results, we used untransformed BMI data in order to make these results comparable with those from the pair-wise analyses. In the within-pair analyses, intra-pair differences with both positive and negative values were created by randomly subtracting the co-twin with the lowest birthweight from the co-twin with the highest birthweight or vice versa. At the within-pair level, we performed linear regression models for each age, sex and zygosity group with intra-pair birthweight difference as the explanatory variable and intra-pair BMI residuals difference as the outcome. Associations were also adjusted for birth year and twin cohort. Next, we ensured that the regression lines passed through the origin by checking that the intercept was not different from zero.

An interaction analysis was performed to investigate whether zygosity influenced the associations between birthweight and BMI residuals by introducing a product term of zygosity and birthweight into the regression model. At the individual level, linear regression models for each age and sex group were used with birthweight as the explanatory variable and BMI residuals, zygosity, the product term of zygosity and birthweight, birth year and twin cohort as the regressors. At the within-pair level, linear regression models for each age and sex group were performed with intra-pair birthweight difference as the explanatory variable and intra-pair BMI residuals difference, zygosity, the product term of zygosity and intra-pair birthweight difference, birth year and twin cohort as the regressors. There was no interaction effects between zygosity and birthweight in individual-level analyses (only 2 of 44 tests had *P*-value \< 0.05 and none of them had *P*-value \< 0.0011 that would correspond to *P*-value \< 0.05 after Bonferroni correction of multiple testing); similar findings were observed between zygosity and intra-pair birthweight differences in pair-wise analyses (Appendix [Table 1](#dyx031-T1){ref-type="table"}). The quadratic effect of birthweight was investigated by introducing the term in the regression models for the association between birthweight and BMI residuals, i.e. by introducing the quadratic term of birthweight in the individual-level analyses and the quadratic term of intra-pair birthweight differences in the pair-wise analyses. No quadratic effect of birthweight or intra-pair birthweight differences was found (results on request).

In secondary analyses, we first analysed the association between birthweight standardized for gestational age and BMI residuals at the individual level. Linear regression models for each age, sex and zygosity group were used with gestational age-standardized birthweight as the explanatory variable and BMI residuals as the outcome. Associations were adjusted for birth year and twin cohort. Finally, we analysed the association between PI at birth and BMI residuals both at the individual and within-pair levels (also adjusted for birth year and twin cohort). At the individual level, linear regression models for each age, sex and zygosity group were used with PI as the explanatory variable and BMI residuals as the outcome. At the within-pair level, linear regression models for each age, sex and zygosity group were used with intra-pair PI difference as the explanatory variable and intra-pair BMI residuals difference as the outcome. Since all analyses were based on BMI residuals, we will refer, except in statistical methods section, to 'BMI residuals' as 'BMI' for simplicity.

Results
=======

[Table 1](#dyx031-T1){ref-type="table"} provides descriptive statistics for birthweight and BMI by zygosity, age and sex. Mean birthweight was slightly greater in males than in females and in DZ than in MZ twins; the same pattern was observed for the SD of birthweight. Regarding BMI, sample size for each zygosity, age and sex group ranged between 530 and 6176 measurements. The 6, 19 and 40--49 years age groups had the smallest sample sizes. Mean BMI declined from the age of 1 to 5 years and then started to increase; these mean values were higher in males than in females from age 1 to 6 years and from the age of 17 years onwards. The SD of BMI generally increased with age. Despite similar values in early childhood, DZ twins had slightly higher mean BMI and greater SD than MZ twins at most ages.

At the individual level, birthweight was generally positively associated with later BMI; regression coefficients showed that a 1-kg increase in birthweight was associated with up to 0.9 kg/m^2^ higher BMI, ranging between 0.3 and 0.6 kg/m^2^ at most ages ([Table 2](#dyx031-T2){ref-type="table"}). The magnitude of the associations fluctuated more in adolescence and adulthood, probably explained by the smaller sample size, and no association was observed for some age-zygosity groups. When birthweight was expressed as a *z*-score for gestational age, the associations generally slightly increased in childhood and early adolescence. From middle adolescence onwards, the pattern was not clear, with some decreased associations in boys (Appendix [Table 2](#dyx031-T2){ref-type="table"}). Table 2Regression coefficients for the association between birthweight and BMI (BMI units per kg birthweight), with monozygotic (MZ) and dizygotic (DZ) twins treated as individuals (individual level)MalesFemalesMZDZMZDZB*P*-value95% CIsB*P*-value95% CIsB*P*-value95% CIsB*P*-value95% CIsAge 10.52\<0.0010.430.610.40\<0.0010.320.480.43\<0.0010.340.530.52\<0.0010.430.61Age 20.55\<0.0010.460.650.50\<0.0010.410.590.49\<0.0010.390.600.56\<0.0010.470.66Age 30.53\<0.0010.440.630.45\<0.0010.360.530.45\<0.0010.360.540.43\<0.0010.330.53Age 40.55\<0.0010.400.690.42\<0.0010.270.570.50\<0.0010.340.670.51\<0.0010.360.67Age 50.56\<0.0010.410.710.39\<0.0010.240.530.49\<0.0010.350.640.49\<0.0010.340.65Age 60.460.0020.160.760.390.0150.080.700.340.0210.050.640.670.0030.231.11Age 70.32\<0.0010.200.440.41\<0.0010.290.540.45\<0.0010.310.590.39\<0.0010.250.54Age 80.67\<0.0010.520.830.40\<0.0010.200.600.44\<0.0010.230.640.63\<0.0010.380.88Age 90.400.0010.170.630.61\<0.0010.340.880.57\<0.0010.330.810.550.0020.210.90Age 100.39\<0.0010.220.560.40\<0.0010.220.580.40\<0.0010.210.590.37\<0.0010.170.56Age 110.55\<0.0010.330.770.44\<0.0010.200.690.410.0020.150.660.540.0010.240.85Age 120.50\<0.0010.300.700.51\<0.0010.300.730.350.0020.130.560.370.0030.130.62Age 130.190.358--0.220.600.210.364--0.240.660.160.480--0.280.59--0.190.448--0.670.30Age 140.360.0120.080.650.300.065--0.020.620.170.255--0.120.460.130.395--0.170.44Age 150.200.329--0.200.590.480.0090.120.840.640.0070.181.090.030.922--0.480.53Age 160.520.0010.200.830.66\<0.0010.291.030.62\<0.0010.300.950.450.0050.130.77Age 170.330.0300.030.620.71\<0.0010.430.980.350.0150.070.640.370.0080.100.64Age 180.280.0460.000.550.020.911--0.300.330.420.0480.000.830.200.409--0.280.68Age 190.660.0100.161.150.86\<0.0010.521.200.860.0010.331.380.380.141--0.130.88Age 20--290.410.0030.140.690.48\<0.0010.220.73--0.070.687--0.420.280.320.0350.020.63Age 30--390.550.0050.170.940.93\<0.0010.501.350.320.086--0.050.69--0.120.533--0.490.26Age 40--49--0.080.745--0.580.410.770.0130.161.38--0.060.837--0.580.470.040.872--0.490.57[^3][^4]

Within MZ twin pairs, greater birthweight was also associated with higher BMI at most ages ([Table 3](#dyx031-T3){ref-type="table"}). Regression coefficients generally ranged from 0.6 to 1.0 kg/m^2^ per kg birthweight (up to 1.2 kg/m^2^), were similar in males and females, and somewhat greater in childhood than in late adolescence and adulthood; no association was observed at 40--49 years. Supported by the lack of interaction between zygosity and intra-pair birthweight differences, the magnitude of the associations in DZ twins was similar to that of MZ twins; when different, they were generally greater in MZ twins (except at 9 and 19 years in males). A positive association was also observed between PI at birth and later BMI ([Figure 1](#dyx031-F1){ref-type="fig"} and Appendix [Table 3](#dyx031-T3){ref-type="table"}). A MZ intra-pair difference of a 1-kg/m^3^ increase in PI generally resulted in a BMI difference of 0.03--0.08 kg/m^2^, but the effects were somewhat greater in DZ twins at some ages. Table 3Regression coefficients for the association between intra-pair differences in birthweight and BMI (BMI units per kg birthweight) in monozygotic (MZ) and dizygotic (DZ) twins (within-pair level)MalesFemalesMZDZMZDZB*P*-value95% CIsB*P*-value95% CIsB*P*-value95% CIsB*P*-value95% CIsAge 10.92\<0.0010.840.990.88\<0.0010.771.001.05\<0.0010.981.130.97\<0.0010.841.09Age 20.84\<0.0010.760.930.97\<0.0010.841.090.97\<0.0010.901.050.83\<0.0010.690.96Age 30.76\<0.0010.690.830.78\<0.0010.660.890.89\<0.0010.820.970.80\<0.0010.680.92Age 40.71\<0.0010.600.830.78\<0.0010.610.960.87\<0.0010.741.000.73\<0.0010.530.94Age 50.81\<0.0010.690.920.91\<0.0010.731.090.80\<0.0010.690.920.90\<0.0010.671.12Age 60.79\<0.0010.610.980.580.0020.210.950.97\<0.0010.741.201.01\<0.0010.511.51Age 70.70\<0.0010.600.800.65\<0.0010.480.830.98\<0.0010.891.080.54\<0.0010.350.73Age 80.80\<0.0010.660.940.89\<0.0010.601.180.95\<0.0010.811.091.07\<0.0010.721.43Age 90.72\<0.0010.520.911.24\<0.0010.831.651.08\<0.0010.911.250.690.0030.241.14Age 100.83\<0.0010.690.960.62\<0.0010.360.881.06\<0.0010.941.190.90\<0.0010.601.21Age 110.98\<0.0010.801.150.79\<0.0010.451.141.10\<0.0010.941.260.98\<0.0010.541.41Age 120.83\<0.0010.680.980.75\<0.0010.441.060.97\<0.0010.811.120.570.0020.210.93Age 131.05\<0.0010.711.381.030.0010.431.630.89\<0.0010.531.250.630.087--0.091.34Age 140.87\<0.0010.611.120.84\<0.0010.391.290.71\<0.0010.470.960.800.0010.321.27Age 150.78\<0.0010.481.080.350.226--0.220.921.05\<0.0010.681.410.470.209--0.271.21Age 160.85\<0.0010.531.161.05\<0.0010.521.580.73\<0.0010.460.990.860.0020.331.39Age 170.480.0010.200.760.540.0270.061.020.64\<0.0010.370.900.750.0020.271.22Age 180.60\<0.0010.370.830.220.367--0.260.710.96\<0.0010.601.330.880.0110.201.55Age 190.170.447--0.270.610.840.0120.181.500.75\<0.0010.361.150.960.0180.171.75Age 20--290.410.0020.160.670.380.079--0.040.800.68\<0.0010.351.020.480.071--0.040.99Age 30--390.270.239--0.180.720.730.0410.031.440.500.0180.090.920.510.139--0.171.20Age 40--49--0.150.615--0.730.43--0.200.740--1.401.000.110.739--0.540.76--1.100.044--2.18--0.03[^5][^6]

![Scatter plots of the regression coefficients for the intra-pair differences in PI at birth and later BMI (BMI units per PI unit) in monozygotic (MZ) vs. dizygotic (DZ) twins. Plot labels indicate the specific age (years at BMI measurements) at which the associations were analyzed.](dyx031f1){#dyx031-F1}

Discussion
==========

The present study, based on a multinational database of 27 twin cohorts with 107 465 paired observations, showed that birthweight is associated with later BMI in males and females from infancy onwards, but the association tends to be attenuated in adulthood. Because the associations are observed within MZ pairs, our results support the role of environmental factors unique to each individual in the relationship and refine previous findings by considering, in addition to adult age, childhood and adolescence using 1-year age groups from 1 to 19 years.

At the individual level, the increase in BMI associated with a 1-kg increase in birthweight (0.3--0.6 kg/m^2^ at most ages) was in the range of other twin and singletons studies in late adolescence and young adulthood.[@dyx031-B4]^,^[@dyx031-B9]^,^[@dyx031-B18] The quadratic effects of birthweight were independently tested in each age, zygosity and sex groups, and there was no evidence of non-linearity between birthweight and later BMI. Further, since smallness for gestational age, rather than smallness due to prematurity, has shown to be an indicator for shortness and lightness in early childhood,[@dyx031-B23] we standardized birthweight for gestational age. The magnitude of the associations slightly increased until early adolescence, suggesting that the effect of gestational age on the association between birthweight and BMI remains important, at least until this period.

The pair-wise analysis of MZ twins showed that environmental individual-specific factors are important in the association between birthweight and later BMI, suggesting the role of the intrauterine environment. The magnitude of these individual-specific factors tended to persist during childhood but decreased from late adolescence. For example, the effects at ages 20--29 years (0.41 kg/m^2^ and 0.68 kg/m^2^ per kg in males in females, respectively) were comparable with those reported in other studies[@dyx031-B18]; however, none of them analysed the relationship in childhood. These intra-pair associations between birthweight and later BMI observed in different populations suggest that a causal relation is biologically plausible. The number of fat cells (adipocytes) has shown to be a major determinant of fat mass in adults.[@dyx031-B24] Spalding *et al.*[@dyx031-B24] found that the adipocyte number is set during childhood and adolescence and, although there is a high turnover (10% annually), stays constant during adulthood. Further, there is evidence that the number of muscle cells in the body is determined before birth.[@dyx031-B25] Since intra-pair differences in birthweight have shown a positive association with intra-pair differences in both total lean mass and total fat mass,[@dyx031-B26] one possible explanation is that higher birthweight implies a greater number of cells in both adipose and non-adipose tissues, and this cell number difference remains in later life. The decreasing association between birthweight and BMI across adulthood might be explained by changes in BMI independently of the number of fat or muscle cells, but also by a lower accuracy of birthweight measurements in individuals born earlier (69% of the individuals with BMI measurements at 40--49 years born before 1950).

There is also evidence that environmental exposures during early life can induce persistent alterations in the epigenome, which may lead to an increased risk of obesity later in life.[@dyx031-B27] For example, a recent study suggested that both maternal obesity and, to a larger degree, underweight affect the neonatal epigenome via an intrauterine mechanism.[@dyx031-B28] DNA methylation patterns in cord blood showed some association with altered gene expression, body size and composition in childhood, but the authors found no association between methylation status and birthweight.[@dyx031-B29] A twin study using gene expression discordance as a proxy measure of epigenetic discordance in MZ twins at birth reported some association between birthweight and expression of genes involved in metabolism and cardiovascular function.[@dyx031-B30] However, there is no evidence, to our knowledge, of epigenetic mechanisms explaining the positive association between birthweight and later BMI. It is noteworthy that overall epigenetic changes are weakly associated with BMI and are more prominent only when metabolic complications of obesity arise.[@dyx031-B31]

Although the findings from previous studies are contrasting,[@dyx031-B18]^,^[@dyx031-B20]^,^[@dyx031-B21] our data revealed that the magnitude of the associations in DZ pairs was generally similar to that in MZ pairs and thus suggest that genetic factors are not very importantly involved in the relationship between birthweight and later BMI. This is supported by a recent study using linkage-disequilibrium score regression, which estimated a genetic correlation of 0.11 between birthweight and adult BMI.[@dyx031-B32] However, in the absence of data on chorionicity, a possible genetic influence cannot be fully excluded. Approximately two-thirds of MZ twins are monochorionic and thus share the same placenta; an unequal placental sharing is a major cause of fetal growth discordance in MZ twins.[@dyx031-B33] Therefore, intrauterine factors that could potentially account for our findings are placental differences between MZ and DZ twins and between monochorionic and dichorionic MZ twins.[@dyx031-B33]^,^[@dyx031-B34] It has been reported that monochorionic MZ twins are more discordant than dichorionic MZ twins for BMI throughout childhood and adolescence.[@dyx031-B33] Therefore, it could be argued that, besides genetic factors, these placental differences may increase the intra-pair associations in MZ pairs, making them thus more similar to those in DZ pairs.

Birthweight may not be the ideal measurement of body composition in newborns, since it does not discriminate between those infants of different sizes or body shapes. Thus, we repeated the analyses for PI, a measure of relative weight at birth. The effects were greater in DZ twins at some ages, suggesting that genetic factors may play a role in the association, which is agreement with the findings in Finnish twins.[@dyx031-B21] After standardization (to *z*-scores), the units of weight and PI at birth became comparable. It was then evident that intra-pair differences in BMI were more strongly associated with birthweight than with PI in most zygosity, age and sex groups (results not shown). However, neither PI nor BMI determine fat mass per se. BMI is generally used as a proxy for body fat in epidemiologic studies, but it does not allow the drawing of conclusions about body composition.[@dyx031-B35] As reviewed by Rogers,[@dyx031-B10] birthweight is usually positively associated with lean body mass and negatively associated with relative adiposity, suggesting that the association between birthweight and BMI/overweight does not necessarily reflect increased adiposity at higher birthweights.

The main strength of the present study is the large sample size of our multinational database of twin cohorts with information on size at birth and height and weight measures from infancy to adulthood. We performed an individual-based pooled analysis to provide results for this sample including the large majority of existing twin cohorts. Generalization for the global population is, however, not possible because countries or regions are not equally represented and the database is heavily weighted towards Caucasian populations following Westernized lifestyle. Another limitation of the data is that most of the measures were parentally reported (birth measures) and self-reported or parental-reported (later measures).[@dyx031-B22] However, the accuracy between maternal recall and medical records of birthweights (in singletons) have reached a kappa value of 0.89,[@dyx031-B36] and the correlations between measured and self-reported heights and weights have commonly been over 0.90.[@dyx031-B37]^,^[@dyx031-B38] Finally, it has been questioned whether differences in birth size in twins are a suitable model for differences in birthweight in general, because intrauterine growth in twins is different from that in singletons and fetal growth may be particularly compromised in MZ twins.[@dyx031-B39] However, the magnitude of the relationship between birthweight and BMI in twins was at the same level as that reported in singletons.[@dyx031-B4] As concluded by Morley,[@dyx031-B39] there is no reason to suggest that data from twins cannot be used to shed light on causal pathways underlying the association between birthweight and cardiovascular risk factors.

In conclusion, our findings showed that environmental factors unique to each individual are important in the association between birthweight and later BMI, and thus support the role of the intrauterine environment in the development of later BMI. The association of birthweight with later BMI persists across ages but is attenuated in adulthood. Identifying intrauterine environmental factors affecting later BMI may thus be important when trying to understand the development of obesity across the life-span.
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[^1]: Names list of the participating twin cohorts in this study: Australian Twin Registry, Boston University Twin Project,^a,b^ Carolina African American Twin Study of Aging, Colorado Twin Registry,^b^ East Flanders Prospective Twin Survey,^b^ Finntwin12,^a,b^ Finntwin16,^a,b^ Gemini Study,^a,b^ Guinea-Bissau Twin Study,^a^ Hungarian Twin Registry,^b^ Italian Twin Registry,^a^ Japanese Twin Cohort,^a^ Longitudinal Israeli Study of Twins, Michigan Twins Study, Minnesota Twin Family Study,^b^ Minnesota Twin Registry,^b^ Mongolian Twin Registry,^b^ Murcia Twin Registry, Norwegian Twin Registry, Peri/Postnatal Epigenetic Twins Study,^a,b^ Qingdao Twin Registry of Children, Quebec Newborn Twin Study,^a,b^ Swedish Young Male Twins Study of Adults,^a,b^ Swedish Young Male Twins Study of Children,^a,b^ Twins Early Developmental Study,^a,b^ West Japan Twins and Higher Order Multiple Births Registry^a,b^ and Young Netherlands Twin Registry.^a,b^ All twin cohorts were used in the analyses on the association between birthweight and later BMI (total sample). ^a^Twin cohorts used in the analyses involving birth length/PI. ^b^Twin cohorts used in the analyses involving gestational age.

[^2]: Names list of the participating countries (number of twin cohorts per country, % of the total sample): Australia (2, 0.51%), Belgium (1, 0.31%), Canada (1, 1.63%), China (1, 0.32%), Finland (2, 10.88%), Guinea-Bissau (1, 0.08%), Hungary (1, 0.06%), Israel (1, 0.29%), Italy, (1, 0.59%), Japan (2, 12.19%), Mongolia (1, 0.04%), Netherlands (1, 35.28%), Norway (1, 1.99%), Spain (1, 0.06%), Sweden (2, 4.60%), United Kingdom (2, 20.47%), USA (6, 10.69%).

[^3]: Birthweight was used as the explanatory variable and BMI as the outcome. Associations were adjusted for birth year and twin cohort.

[^4]: B, regression coefficient; 95% CIs, 95% confidence intervals.

[^5]: Intra-pair birthweight difference was used as the explanatory variable and intra-pair BMI difference as the outcome. Associations were adjusted for birth year and twin cohort.

[^6]: B, regression coefficient; 95% CIs, 95% confidence intervals.
